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Executive Summary

Southwestern Healthcare, Inc., with funding through a grant from the Welborn Baptist
Foundation, Inc., commissioned a study to conduct a community mental health and addiction
needs assessment for Gibson, Posey, Vanderburgh, and Warrick Counties in Southwestern
Indiana. The purpose of the study is to determine the current needs, strengths, and gaps in the
local mental health system with the intention to aid community stakeholders in understanding
priority areas that should be addressed to create a mental health system that meets the needs
of the community. Additionally, information gathered through the process will serve as an
educational tool related to various types of services provided in the region. Ultimately, data
from the needs assessment will serve to improve the quality of mental health and addiction
services provided to members of the community, thus enhancing the quality of life of those
receiving services.

Two primary research questions guided the study:
1. What are the current strengths and priority needs to be addressed in the region related
to addiction and mental health services?

2. To what degree are these priority needs being met by organizations in the region, as
indicated by existing gaps in services provided?

A Planning Team was formed to oversee all aspects of the project. This included identification
of study objectives, review and approval of data collection instruments, analysis of secondary
data, and review of needs assessment findings. Members of this team included mental health
and addiction professionals who work directly with consumers throughout the four-county
area. In addition, an Advisory Committee comprised of a broader group of mental health,
addiction and ancillary service providers was formed. This team provided input on technical
aspects of the needs assessment process.

Four interrelated goals were identified: (1) To conduct an epidemiological study that compares
prevalence of mental health and addiction conditions to available services in the region; (2) To
conduct an inventory of existing mental healthcare and addiction service providers and
programs; (3) To assess the capacity of providers to deliver mental health and addiction
services and how individual organizations function and work together to accomplish service
delivery; and (4) To assess mental health and addiction needs perceived by referral sources,
providers, patients, and members of the community.

Several methods were used to address the primary research questions and related study goals.
These methods involved a review of existing epidemiological data sources, inventories of
current services and surveys of direct service and ancillary service providers. Additionally, the
methods involved purposeful focus groups and individual interviews with key informants
including both views of consumers of mental health and addiction services, as well as direct and
ancillary service providers. Findings are summarized as major strengths, barriers to accessing
and receiving services, and needs and gaps in service.
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Mental Health and Addiction Strengths

Several strengths in the mental health and addiction system were identified within the region,
including the presence of local mental health and addiction organizations and support groups,
the types and quality of service offered by local organizations, and the existence of qualified
and dedicated mental health professionals.

Presence of Local Mental Health and Addiction Organizations and Support

Groups. One of the key strengths noted by service providers and consumers was the existence
of organizations that offer mental health and addiction services in the community. Among
direct service providers who responded to the Inventory of Addiction and Mental Health
Services, most of the service levels identified were being offered to some degree within the
region. Levels of care include inpatient (hospitalization), partial hospitalization/day treatment,
intensive outpatient services, outpatient services, and residential treatment. Specifically related
to inpatient service, there are four facilities in the four-county area providing this level of
service. These include two large general hospitals, a state hospital that primarily treats adults
for mental health and addiction issues, and a state hospital that primarily provides children’s
psychiatric inpatient services. As one focus group participant noted, the mental health inpatient
services his son has accessed “kept him safe” and “allowed the family to regroup.”
Approximately 78% of the direct service providers that participated in the survey process offer
outpatient services. To give a sense of the number of services available, 72 direct service
providers were identified and invited to participate in the needs assessment study. While some
of these providers represent a single individual, many of the organizations employ multiple
mental health and addiction professionals.

In addition to the organizations that primarily provide mental health and addiction services,
there are many other organizations, such as non-profits, faith-based organizations, government
agencies, and schools that offer therapy and/or counseling

services for mental health issues. Through the survey

process and focus groups conducted with service providers “There are great non-
and consumers, a strong presence of support and profits in the area.”
advocacy groups in the community was noted. Examples of
these groups include Alcoholics Anonymous, Narcotics
Anonymous, National Alliance on Mental lliness, and
Mental Health America. One focus group participant
described her experience with a particular support group
as “life altering” and emphasized the belief that the
information she had received greatly impacted her life.

-- Provider Focus Group
Participant

2009 Community Mental Health and Addiction Needs Assessment Page | 2



Services Offered by Local Organizations. The actual services offered by the organizations
in the community were also identified as a strength. In addition to the levels of service noted
above, the existing service providers are able to address a wide range of mental health and
addiction needs. Among the 24 direct service providers that responded to the Inventory of
Addiction and Mental Health Services, each of the mental health and addiction issues is treated
by at least four of the organizations. Further, based on information provided by organizations
that make referrals for mental health services, there is a limited set of issues for which referrals
must be made outside of the four-county area. While not every condition may be addressed
effectively by the services that are available in the community, organizations that do offer
services are equipped to treat a large number of mental health and addiction concerns.

As noted through the needs assessment process, individuals who are receiving mental health
and addiction services often have need for other services such as assistance with housing,
transportation, and job skill development. Although there are some areas where such ancillary
services are lacking, many organizations in the community, both direct providers of mental
health and addiction services and other support organizations, provide a large number of those
services. The key to ensuring that these services are beneficial to consumers is maintaining a
system that connects individuals to resources and enhancing the integration of services by
various providers.

Qualified and Dedicated Mental Health and Addiction Professionals. Based on the
number and types of mental health and addiction issues that are addressed by organizations
and individuals in the community, the professionals who provide direct service to consumers
are well qualified to address a wide range of concerns. Focus group participants, both providers
and consumers, cited the level of dedication that
many professionals have in providing services (e.g.,
“dedicated therapists that are passionate” and
. “providers have a dedication for pursuing new
quOted cie WOf{(Ing treatments and strategies”). As noted by the
in the area.” -- Provider inventory of mental health and addiction positions
Focus Group Participant identified through the needs assessment process, a
full spectrum of licensed and certified professionals
provide service in the community. These include
psychiatrists, clinical psychologists, licensed clinical
social workers, masters-level social workers, case managers, and other types of counselors. In
addition to professionals who provide services in mental health and addiction facilities, there
are also individuals throughout the community who are trained to address mental health
concerns in organizations such as schools, non-profits, and government agencies.

“There are qualified,

Collaboration among Providers. Many of the individuals who completed surveys and
participated in focus groups cited instances of collaboration and effective communication
among service providers. Of particular note are the relationships with case managers in
coordinating services for individuals and ensuring those consumers are connected to the
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services they need. In one particular county, probation officials indicated a high degree of
collaboration in delivering services to individuals who have been involved in the court and
prison system. Further, large-scale community projects such as two Safe Schools/Healthy
Students grants in the area have fostered better coordination of services to children and their
families. As one mental health care provider noted, “l am pleased with our collaboration with
the schools.”

Specifically related to the issue of collaboration, direct and ancillary service providers who
completed needs assessment surveys were asked two questions that addressed the degree to
which they collaborate with other service providers and the degree to which service providers
collaborate in general. Overall, providers indicated above-average levels of collaboration with
other providers. Direct service providers particularly believe they collaborate often with other
service providers. In terms of collaboration among providers in general, all respondent groups
indicated that everyone else collaborates to a lesser degree than they collaborate. This
discrepancy may indicate a misperception that providers have about collaboration in general.
One explanation may be that providers are not fully aware of the level of collaboration that
actually does exist in the community.

Barriers to Accessing Mental Health and Addiction Services

One of the key issues addressed through the needs assessment process was the extent to which
various barriers prevent individuals from receiving mental health and addiction services. Based
on a synthesis of survey and focus group responses from consumers, direct service providers,
and ancillary service providers, several barriers were identified including underinsured patients,
clients unable to pay for services, lack of early intervention, and a lack of awareness of existing
services.

Underinsured Patients. Both direct service providers of mental health and addiction
services and providers of ancillary services were asked to indicate the degree to which certain
barriers exist for clients in accessing services within their communities. Among direct service
providers and non-school organizations, the most significant barrier was clients not having
enough insurance to cover the costs associated with services and medications. This concern
was echoed by many of the providers who participated in the focus groups. As noted by one
provider, “There is a gap where we cannot help people that are uninsured.” While consumers
may be able to receive initial assessment and a limited number of therapy sessions, some
insurance policies may not cover the full range of services that are needed by clients.
Individuals also may face high deductibles and co-payments that they cannot afford, which may
lead to a suspension of services. Programs such as the Healthy Indiana Plan and Hoosier
Healthwise were noted as providing mental health coverage for low-income individuals, but
given the limits on enroliment numbers, some individuals have been unable to receive health
coverage through these programs. In addition to the limited range of coverage that some
consumers have with their health insurance policies, needs assessment participants also
indicated that Medicaid clients have a limited provider list given that some providers do not
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accept this form of insurance. Therefore, the types of services that are available to low-income
individuals in particular may be limited due to the lack of providers in certain areas.

Clients Unable to Pay for Services. Clients’ inability to pay for services was the second
most significant barrier rated by all service provider groups who responded to the needs
assessment surveys and a primary concern raised by consumers through focus groups. This is
underscored by responses from direct service providers

that approximately 64% of respondents (9/14) have clients

who are unable to pay for services. Further, almost one-

third of the respondents have at least 10% of their clients Having no insurance at

who cannot pay for services, while 1 (11%) indicated 11- all is worst case

25% of clients, 2 (22%) indicated 26-50% of clients, and 1 scenario.” -- Consumer
(11%) indicated that over 75% of its clients are unable to Focus Group Participant
pay for services. Feedback from consumers indicates that (Parent)

the inability to pay is the key issue they face when

attempting to access services. This may be true for

individuals who have insurance or for those without

insurance coverage. Of particular note, some consumers

highlighted the relationship between their condition and the absence of insurance. For
example, one consumer attending a focus group stated, “Many addicts are temporary workers
(e.g., construction) so they do not have insurance.” For some individuals, even those with
insurance, the inability to pay may lead them to believe that mental health or addiction
treatment is not a feasible option for them. Therefore, these individuals may never access the
services they need to address their mental health or addiction problems. Another issue related
to the inability to pay is that some families have incomes that are too high to qualify for
Medicaid but too low to afford to pay for things other than the basic necessities. As mentioned,
state-funded programs have attempted to address this concern, but some individuals have not
been able to access these plans due to limits on enrollment numbers. It should be noted that
approximately 76% of the direct service providers who responded to the Inventory of Addiction
and Mental Health Services provide some form of assistance to individuals to pay for services,
which indicates that organizations are attempting to address this particular barrier.

Lack of Early Intervention. The lack of early intervention for consumers who have mental
health or addiction needs was the third most significant barrier rated by direct service providers
and non-school ancillary providers. This barrier was the fourth most significant barrier rated by
schools. The key issue with this barrier is that underlying issues may not be addressed early
enough in a person’s life or in the course of the disorder to effectively treat the issues related
to the problem. Treatment may become very costly and lengthy if issues have continued to
compound over time. For some clients, the lack of early intervention is directly related to the
financial concerns discussed above. As one consumer attending a focus group stated, “Most
addicts start abusing drugs at a young age, so they never really have a chance to get a job and
have insurance.” For others, issues such as the stigma of receiving services, the lack of
professionals in the community, and a lack of awareness of services may contribute to an
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primary research questions that were developed for the study: (1) What are the current
strengths and priority needs to be addressed in the region related to addiction and mental
health services? (2) To what degree are these priority needs being met by organizations in the
region, as indicated by existing gaps in services provided?

Study Goals and Focus Area

Individuals (youth to senior citizens) and services provided in Gibson, Posey, Vanderburgh, and
Warrick Counties served as the focus of this study. The following four goals were established for
the needs assessment project.

Goal 1: To conduct an epidemiological study that compares prevalence of mental health and
addiction conditions to available services in the region

Goal 2: To conduct an inventory of existing mental healthcare and addiction providers and
programs

Goal 3: To assess the capacity of providers to deliver mental health and addiction services and
how individual organizations function and work together to accomplish service delivery

Goal 4: To assess mental health and addiction needs perceived by referral sources, providers,
patients, and members of the community

To better understand the methods for conducting a needs assessment, particularly those
utilized for gathering data about mental health and addiction issues, a literature review of
needs assessment methods was first conducted. The purpose of this task was to identify the
best methods for accurately and comprehensively assessing needs and strengths in the
community. The following brief literature review includes a discussion of how to define the
concept of need and is followed by a review of methods for conducting community needs
assessment studies.

Defining Need

Need is not a unitary concept. Bradshaw (1972) identified a four-fold classification of needs: 1)
felt needs, which are things that people say they want or the problems they think need to be
addressed, 2) expressed needs, which are felt needs that progress to demands on the part of
clients, 3) normative needs, which are needs as identified by experts and, in this case, clinical
professionals, and 4) comparative needs, in which a person’s or group’s needs are evaluated in
relation to the resources of other people or groups. In some mental health systems, there has
been a change in focus from normative needs to perceived or assessed need (Meadows,
Burgess et al., 2002). This change in focus is the result of studies demonstrating that diagnostic
categorization may not be the best indicator of functional needs (e.g., Cohen-Mansfield &
Frank, 2008; English et al., 1986; Meaney, Croke, & Kirby, 2005). Nevertheless, other
researchers have also cautioned that the self-identification of needs depends on self-insight

2009 Community Mental Health and Addiction Needs Assessment Page | 14



and insight abilities may be compromised in individuals in need of psychiatric care (Carter,
2003).

Not only is there a distinction between “objective” need and “perceived” need, need is also
characterized at different levels of analysis. At the broadest level, there is population needs
assessment in which the mental health care needs and trends are assessed at a national or
state level. At the other extreme is an individual needs assessment in which a caregiver
identifies the needs of an individual for a targeted treatment plan. Perhaps most germane to
the current project are the community needs between these two extremes: the needs at the
local or catchment level. Unfortunately, it is this area of mental health needs assessment that is
underdeveloped relative to either population-level or individual-level needs assessment (Smith,
1998).

At the population-level, there are five primary means of determining mental health and
addiction needs for service planning (Bebbington & Rees, 2001). The first is an epidemiological
needs assessment, which involves the identification of morbidity, prevalence, and incidence of
disorders at the population level. The second is a sociodemographic approach that utilizes
computational models of need developed from studies of predictors and risk factors (Aoun,
Pennebaker, & Wood, 2004). The third is an analysis of current service usage. This third
approach has a number of disadvantages in that current usage either may underestimate need
because of existing barriers to service or may overestimate need because of the overuse of
services by individuals who do not have a need (e.g., Aoun et al., 2004; Hanson et al., 2006).
The fourth approach is the recruitment of key informants such as service planners, clinicians,
and users. The fifth approach, which is considered the most comprehensive, is to aggregate
data from the direct assessment of the needs of individuals. Thus, individual assessment
ultimately is the most comprehensive form of population-level needs. Albeit this fifth approach
is impractical for assessing most population-level needs.

Recognizing previous methods for examining community mental health and addiction needs,
the present study examined the specific goals of the assessment through several lenses. These
methods involved a review of existing epidemiological data sources, inventories of current
services, and surveys of direct service and ancillary services providers. Additionally, the
methods involved purposeful focus groups and individual interviews with key informants
including both views of consumers of mental health and addiction services, as well as direct and
ancillary service providers. A review of the specific methodology follows.
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1. Methodology

The primary methods used for examining the study goals included (a) a review of
epidemiological data, (b) inventories and surveys of direct service and ancillary service
providers, and (c) individual and focus group interviews with key direct service and ancillary
providers and consumers of mental health and addiction services. These methods are described
below.

A. Review of Epidemiological Data

One primary goal of the needs assessment study is to compare the findings from this project to
epidemiological data associated with local, state, and national mental health and addiction
needs. Epidemiological data refer to the incidence of health-related issues and the factors that
contribute to the existence of those issues. To conduct the secondary analysis, Diehl Consulting
performed a comprehensive internet search to identify organizations, studies, surveys, and
reports that may contain mental health and addiction data. Examples of organizations cited
include the Substance Abuse and Mental Health Services Administration, the Centers for
Disease Control, the Indiana Prevention Resource Center, and the Indiana State Department of
Health. Specific studies and surveys include the National Survey on Drug Use and Health, the
Indiana Prevention Resource Center Alcohol, Tobacco, and Other Drugs Survey of youth, and
the Welborn Baptist Foundation Adult Health Indicators Survey.

In addition to the secondary data analysis described above, members of the Planning Team and
Advisory Committee recommended data sources to incorporate into the report. Members had
an opportunity to review data tables that contained epidemiological data and make suggestions
regarding additional sources that may have needed to be included.

B. Inventories and Surveys of Direct and Ancillary Service Providers

The review of needs assessment methods and the specific project goals identified in the initial
stages of the study were utilized to guide development of data collection instruments. The
specific target populations and the information that each would be able to contribute to the
study also were taken into account when selecting study participants and constructing the
instruments.

Participants

The Planning Team identified two unique target groups from which mental health and addiction
data would be collected. Both providers of mental health and addiction services and
organizations that provide ancillary support services such as housing, food, job skills training,
and other important services were included in the initial target participant population. With
assistance from the Planning Team, a comprehensive list of direct service and ancillary service
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providers was identified for Gibson, Posey, Vanderburgh, and Warrick Counties. The following
table defines the target participant populations and how those organizations were identified.

Table 1. Target Needs Assessment Participant Groups
Ancillary Service Providers
Prevention/Intervention/

Direct Providers of

Mental Health and Referral Sources

Support Services

Addiction Services

Criteria for Inclusion:

e Organization must
provide direct clinical
care to individuals in the
area of mental health
and addiction

Identification of

organizations:

e Utilized SAMHSA’s
National Mental Health
Information Center
Mental Health Locator

e Utilized Southwestern
Healthcare 2008 Annual
Report to determine
affiliates and service
locations

e Utilized Yellow Pages to
locate direct care
services; key words:
‘Mental Health Services,’
‘Psychologists,’
‘Psychotherapists,” and
‘Physicians & Surgeons-
MD-Psychiatry’

e Accessed health
insurance provider
directories

Criteria for Inclusion:

e Organization
provides non-
clinical ancillary
services that
support and
improve the lives of
individuals being
treated for mental
health or addiction
issues

Identification of

organizations:

e Utilized United Way
Community
Resource Guide

Enrichment

Criteria for Inclusion:

Organization provides non-
clinical services designed
to prevent mental health
issues, addiction, and
substance use; provides
non-clinical interventions
that improve and enrich
the lives of individuals
dealing with mental health
or addiction issues

Identification of
organizations:

Utilized United Way
Community Resource
Guide

Criteria for Inclusion:

e QOrganization primarily
serves as referral source
for mental health
services; organization
types include schools,
court system, primary
health care facilities,
government agencies

Identification of
organizations:

e  Utilized list of referral

sources provided by
Southwestern
Healthcare

e  Utilized United Way

Community Resource
Guide

e Utilized Indiana

Department of
Education listing of area
school systems

e Reviewed health

insurance provider
directories for primary
health care providers

It should be noted that data from direct service and ancillary service providers are presented
for sub-populations of each group. For direct service providers, organizations are separated into
three groups based on the number of clients they serve on an annual basis. The specific groups
include: 1) small organizations — serve less than 250 clients annually, 2) medium organizations —
serve between 250 and 999 clients annually, and 3) large organizations — serve 1,000 or more
clients annually. In addition to these groupings, data from each of the inventory items are also
aggregated for all respondents. For the ancillary service providers, organizations are separated
into schools and non-school organizations. As noted by the response rates, a large number of
schools participated in the survey. Therefore, data are disaggregated into two separate groups
to assess effects for each type of organization.
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The following tables detail key characteristics of organizations that participated in the survey
aspect of the study, including primary service areas and target populations. Specifically for
direct service providers, a large number of participating organizations provide services in all
four of the study’s geographic focus areas. The reach of these organizations is also seen by the
service areas that extend beyond the four-county region.

Direct Service Providers

Table 2. Direct Service Provider Primary Service Areas — All

Respondents
County N % of Respondents
(N=24)
Vanderburgh 23 95.8%
Gibson 21 87.5%
Posey 21 87.5%
Warrick 21 87.5%
Illinois 7 29.2%
Kentucky 7 29.2%
Knox 5 20.8%
Spencer 5 20.8%
Dubois 4 16.7%
Perry 3 12.5%
Pike 3 12.5%
Daviess, IN 2 8.3%
Entire state of Indiana 2 8.3%
Martin 1 4.2%
Enrolled students only 1 4.2%

Note: 20 organizations provide services in all four counties targeted by the needs assessment

Table 3. Direct Service Provider Primary Service Areas — By
Organization Grouping

Small Providers (serve less than 250 clients annually)

County |\ % of Respondents
(N=10)
Vanderburgh 10 100%
Gibson 9 90.0%
Posey 9 90.0%
Warrick 9 90.0%
Illinois 2 20.0%
Kentucky 2 20.0%
Knox 1 10.0%
Spencer 1 10.0%
Dubois 1 10.0%
Perry 1 10.0%
Pike 1 10.0%
Daviess, IN 1 10.0%
Entire state of Indiana 1 10.0%
Martin 1 10.0%
Enrolled students only 0 0.0%
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Medium Providers (serve 250 — 999 clients annually) \

County N % of Respondents (N=7) \
Vanderburgh 6 85.7%
Gibson 6 85.7%
Posey 5 71.4%
Warrick 5 71.4%
Illinois 4 57.1%
Kentucky 4 57.1%
Knox 2 28.6%
Spencer 0 0.0%
Dubois 2 28.6%
Perry 1 14.3%
Pike 1 14.3%
Daviess, IN 0 0.0%
Entire state of Indiana 0 0.0%
Martin 0 0.0%
Enrolled students only 0 0.0%
Large Providers (serve 1,000 + clients annually) ‘

County N % of Respondents (N=7) \
Vanderburgh 7 100%
Gibson 6 85.7%
Posey 7 100%
Warrick 7 100%
Illinois 2 28.6%
Kentucky 1 14.3%
Knox 2 28.6%
Spencer 0 0.0%
Dubois 2 28.6%
Perry 1 14.3%
Pike 1 14.3%
Daviess, IN 1 14.3%
Entire state of Indiana 0 0.0%
Martin 0 0.0%
Enrolled students only 1 14.3%

As noted in the table below, the vast majority (over 90%) of participating direct service
providers serve the 18 to 64 population, and approximately three quarters serve individuals age
65 and over. Comparatively, a relatively small number of organizations directly serve children
ages 0 to 5 (approximately 21%).

Table 4. Direct Service Provider Target Populations — All Respondents

Age Group |\ % of Respondents
(N=24)
Ages 0-5 5 20.8%
Ages 6-14 11 45.8%
Ages 15-17 12 50.0%
Ages 18-64 22 91.7%
Ages 65+ 18 75.0%
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Table 5. Direct Service Provider Target Populations — By
Organization Grouping

Small Providers (serve less than 250 clients annually)

Age Group N % of Respondents
(N=10)
Ages 0-5 0 0.0%
Ages 6-14 3 30.0%
Ages 15-17 3 30.0%
Ages 18-64 8 80.0%
Ages 65+ 6 60.0%
Medium Providers (serve 250 — 999 clients annually)
Age Group N % of Respondents
(N=7)
Ages 0-5 2 28.6%
Ages 6-14 3 42.9%
Ages 15-17 4 57.1%
Ages 18-64 7 100%
Ages 65+ 6 85.7%
Large Providers (serve 1,000 + clients annually)
Age Group N % of Respondents
(N=7)
Ages 0-5 3 42.9%
Ages 6-14 5 71.4%
Ages 15-17 5 71.4%
Ages 18-64 7 100%
Ages 65+ 6 85.7%

Ancillary Service Providers

Of the 74 schools that responded to the ancillary survey, over half are located in Vanderburgh
County. The other schools are fairly evenly spread across Gibson, Posey, and Warrick Counties.
Almost 70% of the 113 non-school organizations that responded provide services in
Vanderburgh County, with approximately 40-45% providing services in the other three focus
areas of the study. A total of 28 of the non-school organizations provide services in all four of
the study’s primary geographic target areas.

Table 6. Ancillary Survey Primary Service Areas

Schools Non-Schools
N % of Respondents [\ % of Respondents
(N=74) (N=113)

Vanderburgh 42 56.8% 77 68.1%
Gibson 12 16.2% 45 39.8%
Posey 9 12.2% 46 40.7%
Warrick 11 14.9% 51 45.1%
Knox 0 0.0% 4 3.5%
Perry 0 0.0% 5 4.4%
Pike 0 0.0% 8 7.1%
Spencer 0 0.0% 6 5.3%
Daviess, IN 0 0.0% 4 3.5%
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Dubois 0 0.0% 5 4.4%
Crawford 0 0.0% 1 0.9%
Orange 0 0.0% 1 0.9%
Martin 0 0.0% 3 2.7%
Harrison 0 0.0% 1 0.9%
Greene 0 0.0% 1 0.9%
Illinois 0 0.0% 1 0.9%
Kentucky 0 0.0% 2 1.8%
Other Counties Not 0 0.0% 5 4.4%
Specified

Note: 28 non-school organizations provide services in all four counties targeted by the needs assessment

As expected, the largest target age population for schools that responded to the survey are the
6to14,0to 5, and 15 to 17 age groups. Of the school types, primary schools made up the
greatest percentage of respondents. Among non-school respondents, approximately 72%
provide services to individuals in the 18 to 64 age group, the largest target population for these
organizations. The group least served by non-school respondents is the 0 to 5 age group, with
approximately 49% providing services to children in this age bracket.

Table 7. Ancillary Survey Organization Types (N=187)

Organization Type N %
Primary school 45 24.1%
Non-profit 42 22.5%
Secondary school 27 14.4%
Primary medical care 23 12.3%
Other* 20 10.7%
Court system 10 5.3%
Law enforcement agency 9 4.8%
Faith-based 5 2.7%
Correction facility/jail 3 1.6%
Preschool or other early childhood 2 1.1%
facility
Nursing home 1 0.5%
Hospice 0 0.0%

*Of those organizations that specified their “Other” type, they are broken down as follows: assisted living (n=1); county service
office (n=1); food pantry service (n=1); government agency (n=5); health department (n=2); hospital (n=1); pain management
(n=1); provider of welfare benefits (n=1); public defender agency (n=1); rehabilitation services (n=1); residential (not specific to
addiction or mental health) (n=1); social service agency (n=1); transportation company (n=1); and vocational rehabilitation
(n=1).

Table 8. Ancillary Survey Target Populations

Age Group Schools Non-Schools
\| % of Respondents N % of Respondents
(N=74) (N=87)

Ages 0-5 19 25.7% 43 49.4%
Ages 6-14 57 77.0% 47 54.0%
Ages 15-17 18 24.3% 54 62.1%
Ages 18-64 3 4.1% 63 72.4%
Ages 65+ 1 1.4% 54 62.1%
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Instruments

Given that two unique provider groups were identified, two separate data collection
instruments were developed — an inventory of addiction and mental health services and a
survey of ancillary services. Each is described in detail below and provided in the Appendix.

Inventory of Addiction and Mental Health Services. This instrument is designed to
collect data from organizations that provide direct mental health and addiction services such as
counseling, treatment, and therapy. Data collected with the Inventory include general
information about the organization; the levels of service provided by the organization and the
number of people treated through each; mental health/addiction issues for which organizations
treat clients and the number of people treated; ancillary services provided by the organization;
the organization’s capacity to offer services, including the type and number of professionals
employed by the organization; community mental health needs and strengths identified by the
organization; the level of collaboration that exists among service providers; the degree to which
clients need and receive ancillary services; and the barriers that clients face in accessing mental
health and addiction services.

Survey of Ancillary Services. This instrument is designed to collect data from
organizations that provide ancillary services in the following areas: support, such as housing,
food, and job skills training; prevention/intervention/enrichment; and referral to mental
health/addiction services (includes schools, law enforcement agencies, primary care physicians,
courts, and other referring agencies). Data collected with this survey include basic organization
information; mental health and addiction issues for which the organization refers clients; the
degree to which clients need and receive ancillary services; the barriers that clients face in
accessing mental health and addiction services; community mental health needs and strengths
identified by the organization; and the level of collaboration that exists among service
providers.

Procedures for Data Collection

In March, 2009, providers were mailed the inventories and surveys. To gather additional input
from provider organizations, a second administration of the instruments was conducted in
April, 2009. The following tables show the response rates for both of the data collection
instruments.

Table 9. Response Rates for Inventory of Addiction and Mental Health Services

Returned Distributed Response Rate
24 72 33.3%
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Table 10. Response Rates for Survey of Ancillary Services

Group Returned Distributed Response Rate
All Recipients 185 416 44.5%
Support 49 104 47.1%
Prevention/Int./Enrich. 10 25 40.0%
Referral 126 287 43.9%
Schools 74 100 74.0%
Non-schools 52 187 27.8%
All Recipients 185 416 44.5%
Schools 74 100 74.0%
Non-schools 111 316 35.1%
e
Schools
Gibson 12 17 70.6%
Posey 9 14 64.3%
Vanderburgh 42 53 79.2%
Warrick 11 16 68.8%

To ensure the highest response rates possible, multiple contacts were made with the target
organizations. Specifically with the direct service providers, an initial letter that introduced the
project was mailed prior to the distribution of the inventory. In addition to the two distributions
in March and April of 2009, direct service providers were sent a letter detailing the progress of
the study. Further, attempts were made to contact organizations by telephone and email to
encourage participation.

Although a number of the direct service providers did not respond to the Inventory of Addiction
and Mental Health Services, a group of critical providers was identified due to their size and
reach in the community. Additional efforts were made to encourage these specific
organizations to participate. Of the critical group, over 60% of the organizations responded. Of
the total 72 organizations that were invited to participate, many of those that did not respond
included single providers, such as individual Licensed Clinical Social Workers with their own
practice and other smaller organizations. Based on a review of the direct service providers who
responded to the survey, there appeared to be a representative sample of mental health
services being provided in the community.

C. Individual and Focus Group Interviews

In addition to the surveys that were distributed to direct service and ancillary service providers,
a series of individual interviews and focus groups were conducted for the needs assessment
study. The purpose was to collect more detailed information about a targeted set of topics
associated with mental health and addiction needs. Incorporation of these methods also
allowed for consumers’ perspectives to be included in the study.
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Focus groups were conducted for two separate populations — providers and consumers.
Providers included those delivering direct mental health and addiction services and those that
provide ancillary services or make referrals to services. Consumers included individuals who had
been treated or were currently being treated for mental health/addiction issues and family
members of those individuals. Within each of the provider and consumer populations, both
general and targeted focus groups were scheduled.

General focus groups included anyone who either provided services to consumers or
consumers and family members themselves. Targeted groups included specific individuals who
were identified because they were part of a particular treatment group, such as a drug court
program, or because they represented a specific group of providers, such as professionals who
provide services primarily in Gibson, Posey, and Warrick Counties. Overall, 25 focus groups
were scheduled among Gibson, Posey, Vanderburgh, and Warrick Counties. This coverage
allowed providers and consumers to attend focus groups in the counties in which they live
and/or work. In some cases, individuals were interviewed individually. The table below
indicates the focus groups that were conducted in the four counties.

Table 11. Focus Group Descriptions
Number of Focus Groups

Focus Group Type Location

Offered

Provider-General Vanderburgh County 4
Provider-General Gibson County 2
Provider-General Posey County 2
Provider-General Warrick County 2
Provider-Southwestern Behavioral Vanderburgh County 1
Healthcare, Inc. employees who provide

services in Gibson, Posey, and Warrick

Counties

Provider-Youth First, Inc. School Social Vanderburgh County 1
Workers

Consumer-General Vanderburgh County 2
Consumer-General Gibson County 2
Consumer-General Posey County 2
Consumer-General Warrick County 2
Consumer-Warrick County Drug Court Warrick County 1
Consumer-Stepping Stone Clients Vanderburgh County 1
Consumer-National Alliance on Mental Vanderburgh County 1
Illness group

Consumer-Parents of children receiving Vanderburgh County 1
mental health treatment

Consumer-Older Adult Population Vanderburgh County 1

Focus Group Protocol

A separate standard focus group protocol was developed for providers and consumers. The
specific questions that were included in each protocol are listed in Tables 12a and 12b.
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Table 12a. Focus Group Protocol — Providers
1. What do you believe are the greatest addiction and/or mental health needs in your
county? Needs are the mental health and addiction issues experienced by residents of
your community. (Prompt: Are these needs specific to a particular age group?)

3. What do you believe are the greatest strengths within your county related to current
addiction and/or mental health services being provided?

5. For individuals in your county who have mental health or addiction concerns, what
additional services do they need that they are not receiving? (Prompt: Types of services
may include housing, education, or job skills training.)

7. To what extent are services in your county being integrated within the community?
How well do service providers in your county collaborate to ensure effective delivery of
services? Provide an example of where this is occurring and an example of where it is
not occurring.

9. To what degree does the level of insurance coverage impact access to mental health
and addiction services in your community? (Prompt: What is a more significant
concern—the lack of insurance, having insurance that only covers a portion of services,
or having insurance with a high deductible?)

Table 12b. Focus Group Protocol — Consumers
1. What do you believe are the greatest addiction and/or mental health needs in your
county? Needs are the mental health and addiction issues experienced by residents of
your community. (Prompt: Are these needs specific to a particular age group?)

3. What do you believe are the greatest strengths within your county related to current
addiction and/or mental health services being provided?
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Table 12b. Focus Group Protocol — Consumers (cont.)
For individuals in your county who have mental health or addiction concerns, what
additional services do they need that they are not receiving? (Prompt: Types of services
may include housing, education, or job skills training.)

7. Towhat degree does the level of insurance coverage impact access to mental health
and addiction services in your community? (Prompt: What is a more significant
concern—the lack of insurance, having insurance that only covers a portion of services,
or having insurance with a high deductible?)

Participants

Overall, a total of 59 individuals participated in the focus groups (25 providers and 34
consumers). The tables below present demographic data for focus group participants.

Table 13. Demographic Data for Focus Groups

Which of the following best describes you? (providers and consumers)

Category | %
Provider of mental health or 16 27.1%
addiction services
Ancillary service providers 9 15.3%
Consumers 34 57.6%
County in which services primarily performed (provider only)
County | %
Vanderburgh 18 72.0%
Gibson 2 8.0%
Posey 3 12.0%
Warrick 2 8.0%

Average number of years providing service (provider only)

17.9 years

Gender (providers and consumers)

Category

Male 21 35.6%
Female 38 64.4%
Race/Ethnicity (providers and consumers)

Category

African American 2 3.4%
Caucasian 51 86.4%
Hispanic/Latino 1 1.7%

Unknown/Did Not Report 5 8.5%
Age (consumers only)

Average Age 43.7 years

Marital Status (consumers only)
Category N %
Married 18 52.9%
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Highest Level of Education (consumers only)

Never married 5 14.7%
Divorced or separated 7 20.6%
Living with a partner 4 11.8%

Category

Some high school 3 8.8%
High school graduate 6 17.6%
Some college 15 44.1%
College graduate 9 26.5%
Graduate degree 1 2.9%
Employment Status (consumers only)

Category | %
Employed full- or part-time 12 37.5%
Retired 4 12.5%
Unemployed 16 50.0%
Annual Household Income (consumers only)

Category N %

Less than $20,000 16 47.1
$20,000-$49,999 11 324
$50,000-574,999 3 8.8
$75,000 or more 4 11.8
Primary County of Residence (consumers only)

County N %
Vanderburgh 19 55.9%
Gibson 2 5.9%
Posey 3 8.8%
Warrick 10 29.4%
County in which Services Primarily Received (consumers only)

County %
Vanderburgh 26 76.5%
Warrick 5 14.7%

Unknown/Did Not Report

8.8%

About which categories can you provide the most information? (check all

that apply) (providers and consumers)

Category N % of respondents
(N=51)

Addiction needs and services 32 62.7%
Adult mental health needs and 23 45.1%
services

Parenting and child/adolescent 15 29.4%
needs and services

Geriatric needs and services 4 7.8%
Other* 6 11.8%

*Other categories included: Bipolar Disorder; Domestic violence and homeless population; retardation; suicide;

and vocational rehabilitation needs
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D. Organization of the Report

The Community Addiction and Mental Health Needs Assessment Report is organized by project
goals. Within each section, the project goal is defined, and indicators for assessing the goal are
presented. Next, findings from the Inventory of Addiction and Mental Health Services and
Survey of Ancillary Services are provided and discussed. Following the presentation of survey
findings, applicable secondary epidemiological data are presented to allow for triangulation of
data sources and comparison to local, state, and national data. Finally, qualitative data
collected during focus groups are discussed to provide depth to and elaboration on the survey
data.
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Goal One: To conduct an epidemiological study that
compares prevalence of mental health and

addiction conditions to available services in the
region.

The purpose of this goal is to present epidemiological data related to the prevalence of mental
health and addiction issues and to compare specific conditions to the services that are available
in the four-county region of Vanderburgh, Gibson, Posey, and Warrick Counties. The following
are specific types of prevalence data that have been identified.

Indicator 1.1 Population estimates for Gibson, Posey, Warrick and Vanderburgh Counties, the
state of Indiana, and the United States

Indicator 1.2 Estimates of the percentage of individuals in the nation, state of Indiana, and
local counties who have specific mental health disorders or addictions

Indicator 1.3 Estimates of the percentage of individuals in the nation and state of Indiana who
experience serious psychological distress and other selected mental health
characteristics

Indicator 1.4 Findings from the Welborn Baptist Foundation Adult Health Indicators Survey
regarding mental health issues among individuals in Vanderburgh and Warrick
Counties

Indicator 1.5 Data regarding the number of suicides in the four-county study area

Indicator 1.6 Rates of alcohol and drug use among high school students and other selected
age groups in Southwestern Indiana, the state of Indiana, and the United States

Indicator 1.7 Treatment episode data regarding admissions to hospitals due to alcohol and
drug use

Indicator 1.8 Highlights from the 2007 National Survey on Drug Use and Health
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Overview of Findings

Findings presented below have been extracted from data tables presented in this section of the
report. Data are described in relation to categories of mental health statistics, substance use-
alcohol statistics, and substance use-other drugs statistics. When available, local figures related
to mental health and substance use issues are presented.

Mental Health Statistics

Based on data from the Surgeon General’s 1999 report on mental health, approximately
18.9% of youth (9 to 17 years), 21.0% of adults (18 to 54 years), and 19.8% of older
adults (55 years and older) in the United States have some form of mental disorder.

The most recently reported findings from the National Survey on Drug Use and Health
(2007) indicate that 7.5% of adults (18 years or older) experienced a major depressive
episode in the past year. Data from the same survey indicate that 8.2% of youth (12 to
17 years old) experienced a major depressive episode in the past year.

National survey data indicates that the best estimates of the percentage of adults in the
U.S. who have anxiety disorders range from 16.4% to 18.1% (Regier, Narrow, and Rae,
1999; Kessler, Chiu, Demler, and Walters, 2005; National Institute on Mental Health,
2008). Estimates for other disorders include bipolar disorder (estimated range from
1.1% to 2.6%); schizophrenia (estimated range from 1.1% to 1.3%); post-traumatic stress
disorder (estimated range from 3.5% to 3.6%); obsessive-compulsive disorder
(estimated range from 1.0% to 2.4%); and eating disorders (anorexia estimated in 0.1%
to 3.7% of the adult population and bulimia estimated in 1.1% to 4.2% of the adult
population).

The following national-level data indicate the prevalence of mental health issues in
children and adolescents age 9 to 17. In the United States, it is estimated that 13.0% of
children and adolescents have an anxiety disorder, 6.2% have a mood disorder, and
10.3% experience issues classified as disruptive disorders (Shaffer, et al., 1996; Mental
Health: A Report of the Surgeon General, 1999).

Data from the 2005 and 2006 National Survey on Drug Use and Health indicate that
8.67% of adults (18 years or older) and 8.01% of youth (12 to 17 years) in Indiana
experienced at least one major depressive episode in the past year. These numbers
were slightly higher for the 2006/2007 Indiana averages, with 8.80% of adults (18 years
or older) and 8.42% of youth (12 to 17 years) having at least one major depressive
episode in the past year.
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Among the 12 to 17 year old age group, 16 and 17 year olds in the United States are
almost three times as likely to experience a past-year major depressive episode
(SAMHSA, 2004-2006 National Survey on Drug Use and Health).

Based on data from the 2005 and 2006 National Survey on Drug Use and Health, 10.21%
of 18 to 25 year olds in Indiana experienced a major depressive episode in the past year.
This rate is similar to the 2006/2007 average of 10.72%.

Data from the Substance Abuse and Mental Health Services Administration (2004/2005
average) indicate that the following number of individuals in the four listed counties had
major depression: Gibson — 2,264; Posey — 1,815; Vanderburgh — 11,725; and Warrick —
3,790.

Based on data from the Centers for Disease Control (2005/2006 average), there are
significant differences between individuals in poverty and those above the poverty line
in terms of the degree to which they have depression. Overall, individuals are at least
twice as likely to experience depression if they are below the poverty level. Among 40 to
59 year olds, the gap is even greater, with individuals in poverty almost four times as
likely to experience depression.

Data from the 2008 Welborn Baptist Foundation Adult Health Indicators Survey indicate
that 23.7% of adults in Vanderburgh and Warrick Counties combined have been told by
a health care provider that they had an anxiety disorder, and 28.6% of adults in the
same geographic area had been told they suffered from depression. Overall, 31.3% of
survey respondents indicated that they had sought help from a professional for mental
health or help with an emotional situation.

Substance Use — Alcohol Statistics

Slightly more than half of Americans aged 12 or older reported being current drinkers of
alcohol in the 2007 survey (51.1%). This translates to an estimated 126.8 million people,
which was similar to the 2006 estimate of 125.3 million people (50.9%).

More than one fifth (23.3%) of persons aged 12 or older participated in binge drinking
(having five or more drinks on the same occasion on at least 1 day in the 30 days prior to
the survey) in 2007. This translates to about 57.8 million people, similar to the estimate
in 2006.

In 2007, among young adults aged 18 to 25, the rate of binge drinking was 41.8%, and
the rate of heavy drinking was 14.7%. These rates were similar to the rates in 2006.

The rate of current alcohol use among youths aged 12 to 17 was 15.9% in 2007. Youth
binge and heavy drinking rates were 9.7% and 2.3%, respectively. These rates were
essentially the same as the 2006 rates.
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e In Southwestern Indiana, it is estimated that approximately 50% of persons 12 years and
older engaged in past-month alcohol use, and approximately 24% engaged in binge
drinking in the past month (SAMHSA, National Survey on Drug Use and Health, 2004-
2006).

e Results from the 2007 Indiana Prevention Resource Center Alcohol, Tobacco, and Other
Drugs Survey indicate that 34.4% of 10" graders and 42.3% of 12 graders in
Southwestern Indiana had engaged in alcohol use within the past month. These rates
are higher than state averages (Youth First, Inc.).

e Results from the 2007 Indiana Prevention Resource Center Alcohol, Tobacco, and Other
Drugs Survey indicate that 23.0% of 10" graders and 31.5% of 12" graders in
Southwestern Indiana had engaged in binge drinking (5 or more drinks at a sitting)
within the past two weeks. These rates are higher than state and national averages.
(Youth First, Inc.).

Substance Use — Other Drugs

e 1In 2007, an estimated 19.9 million Americans aged 12 or older were current (past
month) illicit drug users, meaning they had used an illicit drug during the month prior to
the survey interview. This estimate represents 8.0% of the population aged 12 years old
or older. lllicit drugs include marijuana/hashish, cocaine (including crack), heroin,
hallucinogens, inhalants, or prescription-type psychotherapeutics used nonmedically.

e The national rate of current illicit drug use among persons aged 12 or older in 2007
(8.0%) was similar to the rate in 2006 (8.3%).

e Marijuana was the most commonly used illicit drug (14.4 million past month users) in
the U.S. Among persons aged 12 or older, the rate of past month marijuana use in 2007
(5.8%) was similar to the rate in 2006 (6.0%).

e There were 6.9 million (2.8%) persons aged 12 or older who used prescription-type
psychotherapeutic drugs nonmedically in the past month in the U.S. Of these, 5.2 million
used pain relievers, the same as the number in 2006.

e In 2007, there were an estimated 529,000 current users of methamphetamine aged 12
or older (0.2% of the population) in the U.S. These estimates were not significantly
different from the estimates for 2006 (731,000 or 0.3%).

e In Southwestern Indiana, it is estimated that 5.2% of persons 12 years and older

engaged in past-month marijuana use, and 7.3% engaged in any illicit drug use in the
past month (SAMHSA, National Survey on Drug Use and Health, 2004-2006).
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e Results from the 2007 Indiana Prevention Resource Center Alcohol, Tobacco, and Other
Drugs Survey indicate that 17.1% of 10" graders and 16.2% of 12 graders in
Southwestern Indiana had engaged in marijuana use within the past month. These rates
are higher than state averages. (Youth First, Inc.)

e Results from the 2007 Indiana Prevention Resource Center Alcohol, Tobacco, and Other
Drugs Survey indicate that 5.1% of 10" graders and 5.3% of 12t graders in
Southwestern Indiana engaged in daily marijuana use. For 10" graders, these rates are
higher than state and national averages. For 12 graders, the rate is equivalent to the
state average and higher than the national average. (Youth First, Inc.)
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